Patients and their relatives sometimes make what to others appear to be unfortunate decisions. In this paper the ethical dilemmas raised by such decisions in the context of old age psychiatry are examined. The case also raises questions about financial responsibility for the care of the elderly and suggests that the health needs of patients can no longer be separated from their financial interests.
Case history (by Oppenheimer)
Mrs Barker was 76 years old when she was first referred to the Old Age Psychiatric Service. She was a widow, living with her 52-year-old, unmarried daughter Cynthia, in a council house In a small market town. Her general practitioner requested an urgent assessment because of her anxiety, hypochondriacal fears and demanding behaviour.
Seen at home that day, she was acutely anxious, over-breathing and convinced that she was having a heart attack. Previously, she had kept house for her daughter (who worked full time as manager of a local supermarket) and was well able to manage the shopping, cooking and cleaning, but she had gradually given up these activities, and demanded more support from her daughter. Latterly she had even begun telephon ing her at work to ask her to come home because she felt so ill. Cynthia was becoming worried that she would lose her job because of her frequent absences to care for her mother.
Mrs Barker was admitted to hospital with a provisional diagnosis of agitated depression. On the ward, she showed no substantial evidence of depression, but was constantly anxious, repeat edly asking for reassurance from the staff but not seeming to be helped by it. There was no evidence of cardiac or other physical disease and she had very slight memory impairment, scoring 27 out of 30 on the Mini Mental State Examination. Her activities of daily living were well preserved and she needed no help in practical matters, apart from encouragement.
She was treated with lofepramine and a simple behavioural regime. After three weeks in hospital, she was discharged home with a programme of day care at the local Social Services Day Centre, a home help and follow-up from the community psychiatric nurse.
Over the next year, the situation gradually deteriorated, she stopped attending the day centre (saying she felt too unwell) and began once again to telephone her daughter at work, seeking reassurance for her various physical symptoms. The home help was discontinued because Mrs Barker refused to allow her to do anything, preferring to rely on her daughter's help instead. Her anxiety and dependence escalated to the point where readmission to hospital became unavoidable.
After two weeks in hospital re-establishing the previous regime, her mental state returned to normal. This time, more strenuous efforts were made to prepare for her return home and to avoid another relapse. Staff worked with Mrs Barker and Cynthia, separately and together, to try and prevent Cynthia from inadvertently reinforcing her mother's maladaptive behaviour. The prin ciples of anxiety management and the ineffective ness of reassurance were taught to both, with only limited success. The past history of the family was explored and this helped the staff to understand Cynthia's response to her mother. Apparently her father had been a violent and abusive man and in childhood she had often been an impotent witness to his cruelty to her mother. Now, she wanted to make up to her mother as much as she could for her unhappy life. She could not accept the staffs view that her way of responding to her mother's anxiety was unhelpful in the long run, and she saw their practice of non-response to anxious questioning as harsh and unsympathetic.
Mrs Barker was discharged home with the same support as before but with the addition of day care once a week on the ward. This time it was 18 months before the situation at home broke down, as before, and she was readmitted. By now she was physically frailer and her memory loss was slightly worse, but she was still, in practice, independent in daily living skills and could have continued to live with her daughter, except that the ward staff were increasingly worried about her effect on her daughter's life. Cynthia was now using all her leisure time in caring for her mother and had lost her social contacts outside the home. Her frequent ab sences from work had been noticed by her employers and she was contemplating taking early retirement so as to devote herself to her mother entirely. At this point, Cynthia had a bad fall at home and sustained a complicated fracture of her right ankle. It was evidently im possible for her to look after her mother at home, so Mrs Barker was discharged instead, for the duration of her daughter's convalescence, to a small residential home run by a retired nurse with considerable experience of geriatric nursing. The home was able to adopt the same style of management as the hospital ward, but in a social environment much closer to normality. Over the next few months Mrs Barker became much bet ter, as far as her mental state was concerned, than the hospital staff had ever seen her before. She was calmer, more cheerful and engaged socially with others through friendly conver sation rather than through talk of her physical complaints. Nevertheless, she repeatedly asked to return to her own home and, as Cynthia became stronger, she reiterated her mother's request. Initially, Mrs Barker went to Cynthia just for weekends, but soon they asked for her to return home permanently. The psychiatric team were unhappy about this plan. Mrs Barker and Cynthia argued: First, why shouldn't Mrs Barker live at home if she wanted to? Second, why should she have to pay, out of her own savings, for residential care which she did not want and did not think she needed? Both Cynthia and her mother felt that the standard of care given in the residential home was lower than the standard that Cynthia could give.
The hospital team argued: First, if Mrs Barker returned home, her daughter would be unable to resist her demands for reassurance and her anxiety and distress would return; second, that Cynthia would have to sacrifice too much of her own life to give her mother the care she now needed. Third, although it seemed unjust that Mrs Barker had to pay for a form of care that she was being 'prescribed' on psychiatric grounds, if she returned home, she was likely once more to be admitted to hospital -a much more expensive form of care to society, although not to Mrs Barker (but this was not an argument they put to Mrs Barker and Cynthia). There would also be a financial cost to society if Cynthia took early retirement.
Mrs Barker is now at home once more. Her daughter did take early retirement. Social Ser vices provided daily home help to relieve Cynthia of some of the burden of care, but Mrs Barker is now refusing their assistance. Cynthia is ex hausted and readmission to hospital is immi nent. Mrs Barker's cognitive function has further declined, and it is now questionable whether she has the capacity to make a well informed judge ment about the best arrangements for herself and her daughter, taking all the relevant factors into account. Nevertheless, she clearly states that she wants to live at home, and Cynthia still maintains that her mother's wishes are the determining factors for her. Admission of her mother to hospital is acceptable to Cynthia: admission to residential care is not.
Discussion
Three issues illustrated in this case can be found, in one guise or another, throughout the practice of psychiatry in age.
(a) What people want and what they need (in the view of others) are not always the same. The incongruence of 'wants' and 'needs' is most commonly found in old people who have a dementing illness and who do not recognise the amount of care that they have come to need. It is less usual to find (as in this case) a patient who wants more care than the professionals think necess ary. Either way, setting oneself up as a better judge of the patient's needs than they are themselves is fraught with prac tical and ethical risks and requires one to steer a dangerous course between overprotectiveness and neglect. (b) People's difficulties do not exist in isola tion: the needs and opinions of their car ers are inextricably part of their problem. Balancing the conflicting needs and views of two (or more) people in a mutually dependent relationship is a normal part of human life. The particular colour given to this in old age comes first from the specific expectations that different people have about the needs and entitlements of older people for care from their relatives: the expectations do not necessarily fit each other. Second, from the changes in people's abilities brought about by mental or physical illness, or ageing itself. These changes create an instability in the mu tual adjustment that people have arrived at, and force them repeatedly to reassess and create new adjustments. Both these factors confer extra importance on the role of the doctor. By recognising and labelling illnesses, the doctor can help the adjust ment on both sides, and sometimes provides the only acceptable escape for a carer from the web of expectations, duty, guilt and compassion.
One important distinction to make when considering the role of the carer in such situations is between the carer as a source of Information and the carer as a decision maker. The carer, especially a family member, is uniquely authoritative on information about the past, especially where the patient is no longer able to give his or her own history. Under these cir cumstances, the carer's view of what a patient's lifelong attitudes and prefer ences have been is unchallenged. Perhaps the longer a psychiatric team has been involved with a patient, however, the greater their entitlement to a view on the patient's present attitudes and prefer ences, a view that can stand indepen dently of the carer's view. When it comes to making a decision, all the available information must be brought together, but when that has been done, the carer's judgement may have no greater standing than the judgement of others to whom the same information is available. The patient's own judgement has the highest standing, of course, but even that can be overridden under specific circumstances enshrined in law. In the case of Mrs Barker, Cynthia was probably the person best able to present her mother's stated wishes, but that did not make her better able to decide for her mother than anyone else. On the other hand, she was the best and only person able to make decisions for herself, when she decided that her own wish was to devote her life to her mother's wishes, however much the staff concerned thought her sacrifice unnecessary and fruitless. (c) The prevailing 'mixed economy of care', where patients and their relatives have to carry financial responsibility for some types of care and not others, add new complications to decision-making gov erned by a patient's 'best interest': their health needs can no longer be separated from their economic interests.
One possible outcome to Mrs Barker's present situation is for the hospital team to conclude that she is no longer able to decide for herself about her needs (be cause of cognitive impairment) and to use the powers of guardianship under the Mental Health Act 1983 to require that she should live In a residential home: since continuing in her own home with her daughter's care is not feasible (it is an unstable situation which repeatedly breaks down) and being in hospital is not necessary. If her daughter were to object to this, and her objections were found to be unreasonably contrary to her mother's interest, legally she could be set aside as the nearest relative. The fact that her mother has always intended her savings to go to Cynthia, rather than being dissi pated in her own care, and the possibility that Cynthia will lose the tenancy of the council house if her mother were perma nently living elsewhere, are theoretically irrelevant to decisions about Mrs Barker's health needs. In practice, however, they are likely to play a weighty, though covert, role in everybody's thinking.
Commentary (by Adshead and Smith)
This interesting case presents considerable chal lenges to health care professionals. It also raises disturbing ethical issues which have already been carefully examined. We would however like to add the following comments.
Perhaps the first issue which should be ad dressed is the issue of competence to make decisions and about what. Is Mrs Barker compe tent to decide where she should live? She has not been detained under the Mental Health Act, so one might argue that she is considered competent to make at least some decisions her self. Of course people may be competent and still make decisions that appear to others to be stupid. Setting oneself up as a more competent judge of patients' needs and decisions than they are is an ethical position, which says something about the relationship between patient and the health care professional as perceived by the lat ter. It may also lead to risky behaviour. Second, what is the scope of the professional's duty of care? Is it to make everything better or OK. something better or OK, or simply nothing worse? Who decides what it should be? We would argue that it should be the patient and the relatives, even if at times the outcome is not that which is welcomed by the professionals. Provided they are competent decisions, respecting the decisions of others offers them maximal respect for them as people, which is also a benefit to them. It fosters trust between the patient and professionals and makes it more likely that the patient will seek help later. Health care profes sionals are not responsible for the consequences of decisions made by competent adults. It may be their responsibility to support these adults in their decisions.
What 'good' is being aimed at in this case? The author appears to be aiming for prevention of hospital admission and trying to modify the re lationship between a mother and her daughter.
What good will it be if Mrs Barker goes into a home and is initially happy, but is then dis tressed when Cynthia loses the tenancy, cannot find another one, cannot afford to purchase the house and has to move away? Even without these consequences, Mrs Barker may become
Ethical dilemmas in old age psychiatry unhappy in the home, as she would rather be with Cynthia and would also be upset if Cynthia was distressed by her mother being placed in residential care. It is therefore questionable whether this would be a 'good' outcome. Perhaps with the dependent sick, professionals need to pay as much attention to the needs of caring relatives as to the patient. Maybe if they are happy the patients will also be happy. In view of this, it is questionable whether Cynthia's judge ment is of no greater standing than that of others to whom the same information is available. Fur thermore, are issues such as Mrs Barker's inten tions that her savings should go to Cynthia and the loss of the council tenancy, even theoretically irrelevant when deciding about Mrs Barker's health needs? If Mrs Barker is readmitted to hospital, this would be expensive to society. The cheapest option to society, but the most costly to Mrs Barker, would be for her to go into a residen tial home. However, should concern for society outweigh concerns for the individual patient?
Perhaps the best way of improving the status quo for Mrs Barker and Cynthia, would be to go along with their wishes and allow them to live together. However, it may be possible to negotiate additional brief periods of respite care to allow Cynthia time for herself, for example to go on holiday. Although this compromised situation may result in continuing relapses, with one ad mission per year, is this really so bad? Clearly, Cynthia has her own reasons for wanting to sacrifice her freedom to look after her mother, but from the history presented, her decision does appear to be a competent one and consistent with her mother's wishes. 
Activity in a districtpsychotherapy service

Richard Tillett
The Royal College of Psychiatrists (1991) has recom mended that all local mental health services should include specialist psychotherapy departments. At present these are uncommon outside major teaching centres, although a considerable amount of simple psychotherapy is provided on an ad hoc basis by mental health professionals of various disciplines. This paper describes the structure, functioning and costs of a specialist department in a non-teaching district in the south west of England.
Structure
The Exeter Psychotherapy Service forms part of the mental health services provided by the Exeter and District Community Health Trust for a catchment population of approximately 300,000. About one third of the population lives in or around the city of Exeter, with the remaining two thirds in villages and market towns mainly within 30 to 40 minutes drive of Exeter. For the delivery of psychiatric care, the district is divided into six localities (four rural, two within the city), each of which has a multidisciplinary com munity mental health team operating from a cen tre within the locality. These teams provide a con siderable amount of simple psychotherapy, and some teams include professionals who have had training in a particular psychotherapeutic ap proach (e.g. cognitive therapy, family therapy etc.).
The Psychotherapy Service is based in Exeter at Wonford House Hospital, which is on the same site as the local district general hospital, and serves as the main administrative and in-patient centre for the district's psychiatric services. The Psychotherapy Department is on the ground floor of the hospital and has its own separate entrance. There are large and small group rooms, a video suite with one-way mirror and telephone link, and five small consulting rooms. There is also a small office but at present no secretary or receptionist; secretarial and administrative support for the service is provided by the consultant's personal secretary. The depart-
